I n this issue of JGIM, authors report on an exciting multiinstitutional quality-improvement initiative designed to teach residents how to care for patients with chronic disease using the Chronic Care Model (CCM). The residency programs report on a variety of different approaches to educating residents who are providing care in their longitudinal out patient clinics in teaching hospitals. Innovative approaches include; the "Teamlet Model" using health coaches, 1 a motivational interviewing curriculum, 2 a novel nutrition and exercise curriculum, 3 and others. It was inspiring to read about these creative programs implemented in longitudinal clinics to teach about and improve chronic care. However, I also must admit to feeling a bit disheartened by the articles. How is it possible that we are only now, in 2010, observing small experiments in education change, when we have recognized the compelling need for so long? Why is teaching the CCM still in early stages rather than well established?
In fact, implementing the CCM and teaching residents how to improve chronic care in academic ambulatory practices represents a culture change. Academic medical centers and community teaching hospitals have for decades been designed to care for acutely ill patients, to provide sophisticated new diagnostic technologies and to deliver cutting edge therapies. The clinician faculty members have been predominantly subspecialists with relatively few generalists who practice and teach in the outpatient clinics. Reimbursement systems have rewarded the delivery of this inpatient high tech care. Health care systems, hospitals, and academic leaders have focused their attention on improving the quality of care in the inpatient delivery system; clinics for out patients with chronic illness have been lower priority.
But, if the articles in this issue motivate others, times may be changing and leaders will need to step forward to reconsider traditional models. MedPAC has reported to Congress that the present training of physicians is falling short in ensuring that graduates have the knowledge and skills to meet the present day needs of our society. In particular MedPAC notes that training is less than adequate in teaching several key competencies including: a focus on population health and disease prevention; quality improvement; multidisciplinary teamwork; patientcentered care; and chronic disease management. 4 They particularly point out the need for increased education in ambulatory care settings. MedPAC has recommended to Congress that funding to hospitals for graduate medical education be modified to provide incentives to teach these competencies. To make the sweeping changes required to meet the needs of our society, realignment of incentives to support care of patients with chronic illnesses and to teach students and residents how to do this will be a necessary requirement. The most important requirement for change is leadership. Not long ago, I told a senior academic leader about the MedPAC report. I indicated that we needed to make major changes in our teaching settings to demonstrate that we are training physicians to provide the care our society needs. He said, "Wendy, tell them we teach science". Sadly, this attitude reflects the difficulty we face in making major changes. Leaders must recognize and embrace the need for fundamental change in a system to train physicians who are very different from us. We cannot train physicians to replicate ourselves: many of us don't have the skills necessary to provide longitudinal care for patients with multiple chronic conditions and we don't practice in clinics that are designed to deliver this care.
This issue of JGIM shows us that at the front lines of resident education, change to teach the CCM is feasible and effective programs can increase learners' knowledge and skills. But teaching programs like these cannot sustain these kinds of fledgling experiments without leaders in their organizations fully recognizing the imperative to change and resetting the priorities of the institution. Leaders in these institutions need to provide infrastructure and human resources to build well organized, ITenabled outpatient clinics and to support the faculty and other health professionals on the team. For example, the implementation of a CCM for patients with diabetes in the San Jose-O'Connor Family Medicine Clinic required the implementation of a diabetes registry in the electronic medical record and financial resources to invest in changing the processes of care. Authors specifically point out that one of the keys to success was the commitment of the leadership to change. 5 I am sure this is true for all the programs. So it is inspiring to see these programs teaching the CCM and improving care. Society needs many more physicians and healthcare systems to develop new approaches to care of chronic illness. Residency programs need to prepare graduates to participate in and lead these redesigned healthcare systems. To accomplish these changes transformation is required. Leaders please step forward.
